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NFANT HEALTH AND SURVIVAL in the United States compare unfavorably
with other western industrial democracies. Circumstances that contribute
to favorable pregnancy outcomes in other countries include nearly complete
participation of pregnant women in early prenatal care and linkage of care to
extensive support benefits. This study extends earlier observations to preven-
tive health services for children from infancy through adolescence and to the
social benefit programs that support their families.
This report reviews the condition of children in 10 European countries:
Belgium, Denmark, France, the Federal Republic of Germany, Ireland, the
Netherlands, Norway, Spain, Switzerland, and the United Kingdom. All of
these countries have better infant survival rates than the United States, and
they all share elements of pluralism in their systems of health care.
MORTALITY RATES
Survival rates for children are improving in all industrialized nations, but
progress is more rapid in Europe than in the United States. Survival rates for
all children through 19 years of age are more favorable in the study countries
than in the United States. Sudden infant death syndrome (SIDS)-
unexplained death during a child's first year-is the leading cause of post-
neonatal death in the United States. The frequency of SIDS and its risk factors
is higher than in Europe.
Excess deaths in the United States among children are largely due to injury,
and are concentrated among one- to four- and 15- to 19-year-olds. Auto-
mobile-related deaths are common in both age groups, largely to pedestrians
as young children and to automobile occupants as teen-agers. Other major
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causes of excess injury death among young American children result from
intentional violence or neglect; inadequate supervision contributes heavily to
fatal bums, drownings, and falls. Nonautomobile-related deaths among
American teen-agers are due overwhelmingly to violence, often with
handguns.
IMMUNIZATION RATES
Other important indicators of child health also favor European children.
The most recent data on immunization rates among preschool children reveal
that American rates lag behind European rates by 23 to 49%. Failure of a high
proportion of American preschool children to have routine immunizations
suggests not only that they are vulnerable to outbreaks of such preventable
infection as measles, but that many of them also fail to receive other forms of
well-child care such as developmental assessment and anticipatory guidance.
SOURCES OF CARE
Another important measure of children's health is access to a regular
source of medical care. About 15% of poverty-level American children have
no regular source of care. Among American children with a regular source of
care, from 16 to 34%- varying with poverty status and place of residence-
depend on institutional settings, including hospital emergency rooms. The
extent to which these institutional providers emphasize preventive care is
completely conjectural.
It is almost unheard of for a young European child to lack a regular source
of care. Linkages are facilitated by home visiting to newborns in most coun-
tries, with infants in some countries enrolled on the panel of a physician who
cares for family members; in others, families are encouraged to select a
pediatrician. Some variation exists among the study countries, but the pre-
vailing pattern (six countries) is for separate, dedicated systems of commu-
nity clinics to provide most preventive and routine well-child care. The
family physician or pediatrician usually takes care of illness and special
problems. The schedule for well-child immunizations is a little different in
each country but European countries have a consistently high proportion of
children (in excess of 90% in the first year of life) who comply. By age three
or four nearly all European children are enrolled in public preschool programs
that incorporate or are clearly linked with programs of preventive health care.
All health services to children in Europe, whether at home, in clinics, or in
physicians' offices, are rendered without fee payment or proof of payment
required at the time and place of service delivery. All health care for children
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is financed under national systems that assure financial coverage of the entire
population without means testing.
FAMILY SUPPORT SYSTEMS
In the study countries supports for families with children are extensive:
paid parental leaves prenatally and during the early months of life; relatively
easy access to child care, high rates of enrollment in preschool programs,
monthly cash payments in the form of children's allowances beginning at
birth and continuing until at least age 16, access to the full range of health care
without patient payment, free education and low-cost higher education for
those who qualify; and preventive health care routinely provided in associa-
tion with school beginning at age three or four.
All of these benefits are available to everyone without means testing.
Additional benefits are available for the unemployed, the handicapped, or for
otherwise vulnerable populations. Nearly all those eligible for European
benefit programs participate. As a result, income transfers and tax benefits in
Europe combine to alleviate poverty among households with children at least
twice as effectively as American programs.
POLICY IMPLICATIONS FOR THE UNITED STATES
Some issues specific to children's health must be addressed in the United
States through general policy reforms. These issues are of critical importance
to children; they also affect larger populations. Alleviation of poverty is an
important example. Unless income transfers and tax benefits are adjusted to
reduce poverty to the greatest extent possible and equitably across all age
groups, services intended to compensate for pernicious deprivation among
children will continue to face nearly impossible tasks.
Another example is the reduction of unintended pregnancies. The un-
wanted children who result from many of these pregnancies carry a heavy
burden of neglect, ill health, and excess mortality. A social policy that fails to
address unwanted childbearing escalates the need for subsequent supports for
children and young families. Unintended childbearing, especially among
teen-agers, is much less common in Europe than in the United States.
FINANCING HEALTH CARE
Removal of economic barriers to health care for childbearing women and
children is high on the list of urgently needed American reforms. Current
approaches feature expansion of Medicaid eligibilities and benefits to include
larger numbers of low-income and near-poverty children and pregnant
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women. This initiative will help hospitals to solve their problems of uncom-
pensated care, but it may do little to improve the health of low-income
women and their infants. Nearly all childbearing already occurs in hospitals,
and no evidence supports the hope that medical insurance, either public or
private, stimulates growth of the kind of comprehensive community health
services known to improve pregnancy outcomes or to assure preventive care
for children.
In some areas expanded Medicaid eligibility has increased demand for
comprehensive prenatal care without increasing community capacity to pro-
vide it. Obviating out-of-pocket payment for health care does not assure
participation for people unable to find suitable providers. Geographic, cul-
tural, and social barriers are substantial; providers do not exist in many inner-
city and rural areas.
COMMUNITY PROVIDERS
The community health center initiatives of the 1960s under the Office of
Economic Opportunity and Title V of the Social Security Act-Children and
Youth, and Maternal and Infant Care Projects- showed high promise for
reaching underserved people, but fell victim to ideologic and fiscal retrench-
ments. Successive waves of New Federalism featured a minimalist view of
federal responsibility for sponsoring health services; funding for publicly
financed clinics in the United States steadily eroded.
In contrast to this American trend, public sector clinics in study countries
deliver most preventive and well-child care, and public clinics serving low-
income or minority populations exist where needed. Many European study
countries also have extensive private sector care, and the domains blend, as
they do in this country; private physicians may be paid with public funds, and
public clinics may be staffed in part by private physicians working under
contract. No matter what the mix and blend of provider systems and sponsor-
ship, the prevailing standards assure that no European children are
overlooked.
TRACKING AND LINKAGE
In the United States nearly all infants are born in hospitals, and all births
are registered with official agencies when birth certificates are filed. Five
years later nearly all children register for enrollment in public schools. In
between these mooring points many children are at sea -perhaps nurtured by
caregivers who secure private or public care that addresses the full range of
young children's health needs, but perhaps not. The one- to four-year age
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group represents the nation's biggest hiatus in social oversight for the well-
being of children. The first year or two of school at ages five and six becomes
a sorting-out period to identify and to cope with the accumulated neglect of
health and developmental problems that might have been identified and rec-
tified at a younger age.
European countries provide better oversight for young children. Tracking
systems are uniformly begun at birth and are consistently rooted in health
care. Notification of local health authorities, registration with a physicians'
panel, expanding the roster for health visitors, issuance of computerized
punch cards -all these strategies begin at birth and are designed to assure
continuing participation of the infant in one or more systems of health care.
As early as two years of age, transition to tracking in the educational system,
or to health clinics associated with schools, may occur-but tracking always
begins with the health care system.
There are important lessons to be learned from these countries; attributes of
their health systems worthy ofAmerican consideration include: Access to one
or more provider systems that assure compliance with routine preventive
services and linkage to more sophisticated care when necessary; separation of
preventive services from the delivery of acute medical care, allowing the
former to be rendered by less specialized personnel; no means testing or
payment required at the time of service delivery; linkage of families with
children to benefit programs that alleviate poverty equitably across age
groups; access of very young children to low-cost regulated programs for
children of working parents; and a tracking system for children from birth
through age four-either labor intensive as with home visitors, or comput-
erized with personal follow-up -to assure that young children and their fami-
lies actively participate in health and social programs for which they are
eligible.
Recommendations for a nationally consistent and universal system of
tracking one- to four-year-olds in the United States confront enormous and
diverse problems. Current initiatives invite attention as the basis for more
broadly applied policies. The two institutions that most nearly approach full
involvement with children are health departments and schools. They repre-
sent a potential sequence of responsibility for tracking children and linking
them to appropriate services. Some policy propositions concerning expanded
roles for these institutions are best formulated as queries.
How can health departments or their contractors be strengthened to moni-
tor participation ofall young children in appropriate health services? Such a
mission does not require that all departments render direct services beyond
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facilitating the work of other provider systems, including the private domain
and community health centers under federal sponsorship. Birth registrations
might be accompanied by certification designating the provider with respon-
sibility for continuing care of the infant. Both the designated provider and the
official public health agency would be advised of that responsibility and the
public agency would be obliged to confirm compliance with it. When compli-
ance fails, the health agency would assume responsibility for alternative
arrangements. Those arrangements, according to local circumstances, might
oblige some departments to expand clinics for well-child care and oblige
others to provide a full range of comprehensive health care or to facilitate
other private or public initiatives.
How can school systems merge attempts to implement high-risk tracking
with a responsibility to institutionalize Head Start? If the age of educational
responsibility for children were lowered, school supervision might blend with
the tracking and service roles of health departments, thus closing the gap in
societal oversight of young children. Case managers attached to both institu-
tions could facilitate linkages with the complex support agencies required by
some children who have special needs and by many more children
intermittently.
How can this vision, or any other that addresses the neglect of young
children, be protected against future erosion? The problem with money
earmarked for children, as with political will, is that it fluctuates with time.
Other priorities take precedence in the dynamics of social policy negotiated
among competing interest groups. Nowhere is that fluctuation more apparent
than in publicly sponsored preventive health care for children. Public pro-
grams are well documented both for quality and economic effectiveness-
when they are adequately financed. Support tends to leak away early in the
trade-offs for funding at times of economic restraint. Some durable measures
are required to protect against these retrenchments.
In an effort to maintain support for children's programs through fluctua-
tions in political ideology and in public finance, Sugarman has proposed a
Children's Trust Fund. * It is a strategy of proven effectiveness for the elderly
and even for the federal highway system. Sugarman suggests that a small
additional employer and employee payroll withholding be administered
through Social Security mechanisms, sufficient to generate $20 billion
yearly, earmarked for support of children's health services.
*Sugarman, J.: Financing Children's Services: A Proposal to Create the Children's Trust. Olympia,
WA, Department of Social & Health Services, 1988.
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Other sources of financing a children's trust fund should be considered. A
set-aside of a portion of Medicaid funds and a surcharge on private health
insurance premiums could channel money into the trust fund. In that way,
both public and private health insurance could be used not only to finance
child health services but to assure that the community infrastructure of ser-
vices is available where needed.
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